MEMORANDUM

October 8, 1997

TO: Richard Turman
FR:  Sarah Bianchi

RE:  Statistics on Race and Health

Melanie Nakagiri informed me that you were interested in some background information on
existing racial disparities in health status. Attached are some statistics we have pulled together.

- Chris and I are also planning to forward you a memo shortly on some possible initiatives in these
areas you may want to consider.’ The President has indicated that he is interested in considering
ways to eliminate some of these health disparities as part of his overall race initiative this year.
Chris has already mentioned to Josh that we would like to discuss with you what ways might
make sense to address these issues in the upcoming budget. HHS has also indicated their interest
to discussing whether it makes sense to modify their FY1999 discretionary budget to reflect the
President’s interest in addressing some of the existing disparities. We are setting up a meeting
with HHS either on Friday or early next week. I will let you know when that meeting is set up.
Perhaps it would make sense for us to talk before then. ‘ :

The Department has identified six areas with significant racial disparities including: .infant
mortality, breast and cervical cancer, cardiovascular disease and strokes, diabetes, HIV/AIDS,
immunization rates. The Department’s general criteria, as best we understand it, is to identify
- areas where there are health disparities in more than one race/ethnicity group. We believe that
the Department’s list captures most of the major health areas with racial disparities.

One exception to that, however, is cancer. There are racial disparities in a number of different
kinds of cancers -- not just breast and cervical. Breast and cervical cancer are the cancers that
may have the most disparities across a number of race/ethnic groups (I am not sure). There has
~ been a great deal of interest in cancer-related issues expressed to us both by the Vice President
and the First Lady (an issue we would like to discuss with you separately), which we believe
would justify considering initiatives for cancers other than breast and cervical, even if the
disparity only exists for one race/ethnicity group. There are also some major disparities for -
asthma which we believe may be worthwhile to consider.
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MEMORANDUM

October 3, 1997

TO: Bill Corr
FR:  Chris Jennings and Sarah Bianchi

cc:  Elena Kagan

Attached are few suggestions you may want to consider for possible new increases and .
initiatives in the areas the Secretary has identified as having significant racial disparities. We
would like to set up a meeting this week with you and OMB to discuss these ideas in addition to
the options that you have been considering.

CARDIOVASCULAR DISEASE AND STROKES. The HHS initiatives to begin to address
the race-oriented disparities in cardiovascular diseases are clearly worth doing. We believe that
we should consider building on your recommendations by initiating a national prevention effort
to educate both the public and health providers as to how best reduce the incidence of this
disease. It may be useful to consider a multifaceted initiative to increase awareness about
prevention, particularly among Native Americans, African-Americans, and Hispanics. Based on
preliminary discussions with the American Heart Association and others, an initiative such as the
one outlined below could make a substantial impact:

. A Nationwide Education Campaign. This campaign -- which could have an special
~ emphasis to target minority communities -- would educate health providers and high risk

populations about how to prevent cardiovascular disease and stroke. It would stress the
importance of keeping blood pressure under control, the need for physical activity, and
reducing tobacco use. It could include PSAs and other natiorial-based efforts (such as the
President or the Secretary launching healthy heart walks in major cities) as well
community-based efforts based on successful outreach models (such as “Search Your
Heart”-- a church-based heart health program for African-Americans run by the American
Heart Association); :

. Coordinated Cardiovascular Efforts in Every State. Another aspect of this initiative
could include funding for state or local health departments to begin a cardiovascular
outreach program, just as many of them have efforts to reduce infant mortality, AIDS,
and other major health problems. With this new stable source of funding, state and local
health departments could bring together community-based organizations and coordinate
state and local prevention activities;



. Special Grants for Enhanced Prevention Efforts in Certain High Risk Communities.
These grants, similar to Healthy Start Grants for infants, would fund enhanced efforts in a
select number of communities with a particularly high incidence of heart disease. In
these selected areas HHS would partner with community-based efforts and local
institutions to develop a multi-faceted approach to reduce cardiovascular disease and
stroke.

CANCER

Breast and Cervical Cancer Prevention. We agree with your strategies for reducing the
incidence and mortality for breast and cervical cancer, including increasing public education
campaigns to address the benefits of mammography and improving access to optimal care for
minority women. As you note, the CDC breast and cervical screening program currently helps
address these goals by providing screening to low-income women, and over 40 percent of the
women currently screened by this program are minorities. We would be interested in
considering expanding this program to screen thousands more low-income minority women.
This expansion could also include new education efforts about prevention and the importance of
mammography and cervical screening.

Other Cancer Initiatives. We recognize the Secretary’s rationale for the identified health areas
this initiative should target. However, we believe it is worth pursuing some other cancer
initiatives that have the potential to reduce racial disparities. Within the White House, there is
increasing interest in cancer-focused interventions, which may provide rationale for expanding
our efforts in this area. '

I. New National Effort to Reduce Deaths from Colorectal Cancer

Problem: Colorectal cancer is the third most commonly diagnosed cancer for both men
and women and the second leading cause of cancer deaths. African-Americans are more
likely to be diagnosed with it and more likely to die from it and mortality trends indicate
that the gaps between blacks and whites are widening. Experts from NIH, CDC, and the
American Cancer Society have come to a unified conclusion that screening for colorectal
cancer does reduce mortality. These conclusions have led to new screening
recommendations, which at this time are not widely known by health providers or the
public at large. There is also not currently a screening initiative for this type of cancer for
low-income Americans as there is for breast and cervical cancer.

New Colorectal Education and Screening Initiative. We believe that a major outreach
effort, similar to the one the Department has led to encourage mammography screening,
would be extremely beneficial. A major screening program for low-income and high-risk
populations -- similar to the one for breast and cervical cancer at the CDC -- combined
with a national campaign to educate the public and health care providers about the
importance of screening would encourage more Americans to get screened for this
cancer. This initiative would not only be an important component of the race and health
initiative but would also be a new screening program which demonstrate that HHS is



II.

III.

keeping cancer prevention efforts in line with the most up-to-date medical research.
Improving minority participation in clinical trials

Problem: There are large disparities in the number of minorities participating in many
cancer clinical trials, particularly prevention and screening trials. Minorities are less

likely to be aware of the benefits of such trials or to have access to them. For some

cancers, such as prostate cancer, there is also a problem of participation in treatment
trials. For example, prostate cancer mortality and incidence rates are much higher among
African-Americans than whites.

National Efforts to Encourage Minorities to Participate in Clinical Trials. Some
possible options to increase the participation among minorities in clinical trials might
include working through the Clinical Trial Education Initiative at the National Institutes
of Health or through the Louis Sullivan Black Leadership Initiative on Cancer or through
other education efforts to increase participation in these trials. We also interested in
discussing special initiatives, through the NIH or elsewhere to encourage African-
American men to participate in clinical trials for prostate cancer research.

Biomedical Research for Minorities

Problem: While we are aware that NIH and others do carefully consider the appropriate
level of minority-related research, there is longstanding concerns in the minority
community about the level of emphasis of biomedical research on minority-related
concerns.

National Conference on the Status of Biomedical Research for Minorities. We are
interested in your thoughts on whether it would be appropriate to call for a meeting or
conference on the status of biomedical research for minorities or on ways to better
involve minorities in existing biomedical research. While we well understand that
scientists should make decisions about what kind of clinical trials or other biomedical
research gets funded, if there are new projects or research initiatives that NIH is
launching, we believe it might be useful to consider ways to highlight them.

DIABETES. We are pleased that the Department’s FY 1999 budget request includes a $16
million increase for diabetes programs at the CDC. We are interested in how this new funding
can best be used to reduce the burden of diabetes among minorities, what initiatives you are
considering for this new funding, and how best to highlight them. We understand that twenty
percent of CDC’s new funding would go to the National Diabetes Education Program which
would have an emphasis on targeting minority communities. We believe that this new HHS
increase, in addition to the $30 million per year for Native Americans through grants distributed
by the Secretary in the FY 1998 budget, has the potential to make a substantial contribution to
reduce the problem of diabetes among minorities.



EXPAND INFANT MORTALITY PREVENTION ACTIVITIES AND SIDS CAMPAIGN.
We agree that expanding the Healthy Start Program, as mentioned in your memo, to target new
minority communities would be one effective way of moving forward in this area. We are
unclear whether new dollars would be necessary for this expansion. We are also interested in
discussing other areas that promote these goals. We are also interested in expanding the “Back
to Sleep” campaign, which you also mention in your memo with a special target to minorities,
including targeting local communities, churches, grandparents, and other outreach efforts.

AIDS. We agree with the goals outlined in your memo, particularly with regard to increasing the
percentage of minorities who are aware of their HIV serostatus and receive early access to
primary care and other treatment. Consistent with these goals, we are interested in a
demonstration that we recently learned the Department is considering as part of a potential
response to the Vice President’s request to have HCFA look into the feasiblity of an AIDS
Medicaid expansion. The proposed demonstration would implement a targeted outreach to high
risk and HIV populations as well as a focused coordination of care effort across all programs
treating HIV patients in a number of selected cities. We are also interested in discussing whether
it makes sense to increase treatment programs such as ADAP, with a special emphasis on
minority populations.

IMMUNIZATIONS. We do not have any specific suggestions in these areas, but are interested
in ideas the Department or OMB has in ways to reduce the disparities. While we have made
substantial progress in increasing immunization rates among children, we are interested in
discussing specific initiatives that would meet your goals of increasing immunization rates for
adults. We are also interested in discussing whether it is necessary to pursue new ways to better
target minority children.
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‘large stands in stark contrast to

_ many blacks’ advances'in areas like-
' -jobs, ‘education and housing that .
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¥ Cardiovascular dlseases including heart
attack and stroke, remam the No 1 killer in
the United States.

¥ About 1 in 4 Americans suffer from
cardiovascular diseases at an estimated
cost of $138 billion in medical expenses
and lost productivity in"1995.

¥ To fight these killers the AHA invests in
~ research, education and community service
' programs | )
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December 5, 1997 :

Ms. Sarah Bianchi

Domestic Policy Council
Executive Office of the President
1800 Pennsylvania Avenue
Washington, DC 20500

Dear Sarah:

ASSOCTATIR

American Heart ¢
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Association.. &

Fighling Hean Dissase
and Sioke

This is a follow-up to your conversation yesterday with Dr, Martha Hill, American Heart
Association President, regarding a White House proposal to increase the Centers for
Disease Control and Preverition’s cardiovascular disease and siroke education and
prevention efforts among mmonty populations.

[

The American Heart Assomahon encourages the President to call for significant
additional funding to CDC to expand slate public health efforis.to increase awareness of -
the risks of heart disease and stroke and to implement comprehensive prevention

" programs targeting minority populations. We believe these efforts should focus on the
prevention of cardiovascular diseases and stroke through discouraging of tobacco use,
promoting physical activily, and encouraging heal thy eating, and include other risk

faclors, as appropnate P

Regarding your request for hames of potential AHA spokespersons to support the
President’s proposal, here are severs! persons whom Martha Hill has identified as

excellent people to contact.”

A

Charles K. Francis, M.D: “

Diréctor, Depar‘tment
Harlem Hospital Medi
J oliege of Physicians

{
of Medi icma
cal Center
and Surgeons

506 Lennox Avenue, Room 14101

New York, NY. 10037
Phone:
Fax:

George Mensah, M.D,

(212) 933-1401
(212) 939-1403

Associate Professor of Medicine
Director of Hypertension

Medxcal College of Georgia

Augusta, GA 30912

Phone: (706) 721-7353 4
- (706) 721-7136

Fax

A

Chajrmun of the Bourd
Murilyn Hunn

Praidont e
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We look forward to working closely with you as this proposal moves forward. If there is
additional information we can provide, please contact me at (2;02) 785-7912.

-Sincerely,

Diane M. Canova

cc.  Martha Hill
Lisa Dai]y, cOC

Vice President of Advocacy | 4

373



@1002

QGM M@mx ﬂ

-t
- 1

11/25/97  23:05 B

L
1

ot
p—

'MEMORANDUM
" November 25, 1997
TQ: Chris].
FR: Sarah B.
RE: Race and Health
. First and foremost, thxs is simply not enough money for a Presidential initiative. ( Th15

reall;v is the main problem). The West Wing is counting on this issue as one of their main
race initiatives and this is snnply nol enough to.get it validated.

«  Grant program will tar.get 30 communities and teach us better how to address these
problems -- giving us. mndels s0 that the eptirc De partment can integrate new ideas that
work. This is a Jong term process though before we actually geL results but we teach us

critical information we do not know and wil > €1 ing to elimipate

the dg@anncs.

. However, there are mz-my existing programs that have'not adequately focused on these
hsparities and have not reached out to enough underserved communities. Giving these
programs new dOH&Ib spemﬁcaJIy to work on this problun would be helpful -

d s

. Morcover, this will fnake the President’s race initiative a national one -- rather than just
focused on pamculdr problem. This is necessary il we.are to reduce rates.

- There are some CDC programs that have gotten mhdghon from the advocacy groups and
cxperts, such as the breast and cervical screening program that have indicated their
willingness to use new dollars to reach out specifically to new dollars. We believe that
these focused initiatives could be effective in reducing rates.

‘a Finally, the bulk of the money in our pmposals are in cancer and heart disease -- both
areas the West Wgng (VP, FL.LOTUS) has indicated spending money in. Itis alamung that
‘there is no national prevention program for heart disease when it is the nation’s leading
killer. : : ‘ '

e Again Josh’s staff knows these programs better than we do. We would like to work
with Richard to figure out how to spend an additional 550 - $70 mlllmn to best reach
this population and make this initiative credible. ‘

. ‘We have a few propmalq that sum up toa $70 million i increase, However, they could be
scaled back o
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Race and Health Initiative
HHS PROPOSALS

C] -- this is a summary of what John Callahan sent. The basic concepl behiod it is that of all of
the spending proposed in these areas, this is the amount that would have been allocated for
minorities. '

INFANT MORTALITY: $111 milligg. Of the increases HHS proposed in arcas related to
infant mortality, $111 million was intended to be dedicated to increases in programs or initiatives
that primarily affect minorities. This includes the Back to Slecp Campaign, a portion of the
Children’s Health Initiative, Healthy Start.

CANCER SCREENING AND MANAGEMENT : 82 million increase m CDC and ACHPR to
increase cancer screening. '

HEART.DiSEASE AND STROKE: $30 million. Between increases in CDC, HRSA, NIH, and
AHCPR, $30 million was intended to be specifically to minority communities. Some was to be
targeted to prevent tobacco specifically in minority communities.

DIABETES: $8 million. Including expansion of CDC cducation programs to 12 to 14 states
with a particular emphasis on minority populations and THS Diabetes and Trcatment Grants.

~ AIDS; 359 milligp increase in AIDS, including Ryan White programs for cities, pediatric ATDS
aptions, CDC’s HIV/AIDS prevention/outreach.

IMMUNIZATION: $10 million in programs at HRSA, CDC, NIH, and THS. CDC will focus on
prevention of influenza, Hepatitis and other preventable diseases in adults.
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POSSIBLE OPTIONS

HEART DISEASE

e A Nationwide Education Campaign. This campaign -- which could have an special

' emphasis to targel minority communities -- would cducate health providers and high risk
populations about how to prevent cardiovascular disease and stroke. It would stress the
importance of keeping blood pressure under control, the need for physical activity, and
reducing tobacco use. It could include PSAs and other national-based efforts (such as the

" President or the Secretary launching healthy heart walks in major cities) as well

community-based efforts based on successfud outreach models (such as “Search Your
Tleart™-- a church-based heart health program for African-Americans run by the American

- Heart Association); There is curmrently no national prevention initiative on heart diseasg,

.. Coordinated Cardiovascular Efforts in Every State. Another aspect of this initiative
could include funding for state or local health departments to begin a cardiovascular
outreach program, just as many of them have efforts to reduce infant mortality, AIDS,
and other major health problems. With this new stable source of funding, state and local
health departments could bring together community-based organizations and coordinate
state and local prevention activities. They could be directed to have particular focus on
minority heaith; .

Tota): $20 million
CANCER MANAGEMENT

Breast and Cervical Cancer Prevention, Increase funding at for this CDC program to target
specifically to minorities (CDC has told me they can do this).

Colorcctal Sereening. A major screening program for low-income and high-risk populations -
similar to the one for breast and cervical cancer at the CDC -- combined with a national
campaign to cducate the public and health care providers about the importance of screening
‘would encourage more Americans to get sereened for this cancer. African-Americans are more
likely to be diagnosed with it and more likely to die from it and mortality trends indicate that the
gaps between blacks and whites are widening. [here is currently no screeniog program.

Cancer Outreach Campaign. Education campaign specifically minority communities to infarm
them about the latest knowledge about cancer, including prostate cancer, colorectal cancer, and
breast cancer. ‘ : '

[hese proposals have been validated by the American Cancer Society 85 8 high priogty for

improving prevention.

Total: 530 million
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DIABETES. New funding for the National Diabetes Education ngram which would have an

- emphasis on targeting minority communities. We believe that this new ITHS increase, in
addition to the $30 million per year for Native Americans through grants distributed by the
Secretary in the FY1998 budpet, has the potential to make a substamlal contnbuﬁon to reduce
the problcm of diabetes among minorities.

Total: $5 - $10 million
EXPAND INFANT MORTALITY PREVENTION ACTIVITTES AND SIDS CAMPAIGN.
We are also interested in expanding the “Back to Sleep” campaign, which you also mention in
your memo with a special target to minorities, including targeting local communities, churchcs
grandparents, and other outreach efforts.
(CJ this may have survived the passback. I am not sure).
Total: $10 million

- AIDS.
Sandy tells me that we can allocate some of the possible increases in ATDS that they might get

fom the Presidential imtiative poi. We would like to target at least $10 million of the ADAP
money and prevention money particularly to the minority community. $10-$15 million.

TOTAL: $§70 MILLION
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Prcsxdent s Imlmtwe on Race: A
The Department of Health and Human Serv:ces Summary Data

The attached table and narrative highlights FY 1998 und FY 1999 HHS spending targeted to
reducing disparities in healih aulcomes by the six goal categories of the President’s Race
Initiative. We have incorporated data from each of our Operating Divisions (o provide a clearer
picmé'of how we arrived at the otal figures by goal. Furthermore, for ease of review, total
amounts arc broken out by mandatory and discretionary spending.
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Nmes to Accompany I-‘uniii.n’g Tablas

The attached table h\ghhght's FY 1998 and FY 1999 OPDIV funding to reduw dxspanues in
bealth outcomes by the six goal categories of the President’s Race Initiative, broken out by
mandatory #nd discretionary spending. FY 1998 numbcers are based on the Confercnce Action

and the FY 1593 levels are based on the FY 1999 Budgm Requests to OMB. Explanations of
numbers are provided bejow.

. Discretionary Spending

Reducing D s;mmmwmnmﬂmmﬁ
The FY 1999 request totals $864.3 million in discretionary funds from HRSA, CDC, AHCPR,
and NTH to reduce disparities in infant mortality for minarity populations. This represents an
increase of +8110.9 million ever the FY 19%8 enacted armount of $753.4 million. Increases are
due 1o requests for the Secretary’s Children’s Heallb Iniative (HRSA - Healthy Start and Health
Centers), and Emerging Infections diseases and food safety (CDC). HRSA’s total FY 1999
budget request for health centers supporis approximately 100 new sites. A significant portion of
these increases will be vsed 10 expand health centers (o uninsured and underserved residents
living near the U.S./Mexico border. Another key element of the FY 1999 request would be to
continue the reduction of infant martality by increasing access 1o cormprehensive health care
services for women of childbearing age and parenting women, in addition 1o strengthening the
communjty-based and family-centered infrasmucture to support effective service systems. For
example, the Maternal and Child Health (MCTT) Block Grant provides outreach activities to help
enroll Medicaid-eligible children in a comprehensive Medicaid bealth home. Other MCH Block
Grant efforts include promoting populaton-based pubﬁc health initiatives to assure healthy
community, such as the “Rack o Sleep Campaign,” injury prcvcmzon, and newbom hearing
screening.

Reduging Dispanties in Breast and Cervical Cancer Scrpening and Mapagement

The FY 1999 request totals $113.6 million in discretionary funds from the CDC, NIH, and

AHCPR 1o reduce the disparivies of health ovtcomes in minority populations. These funds

support tbe Breast and Cervical Cancer Preveotion program of the CDC and a variety of

crosscuting projects in NIt and AHCPR. ‘The request represents an inerease of +$2 million

over the FY 1998 enacted amount of 311 1.6 million. Funds will be uscd for an aggressive
 response, including delivery of screcning services to underserved wornen. These services will
suppart activities at the State and national level in the areas of sereening referral, quality
assurance, public and provider education, surveillance, and partnership development. CDC’s
strategic planning efforts for FY 1998 and FY 1999 will continue to expand the petwork of non- -
traditional partmerships within wmmunmes to ncrease access to screcnmg services,

R@maﬂmmﬁ@se@miﬁm
The FY 1999 request tarpers $250.2 million in du.creuonaxy funds from CDC, HRSA, NIH, and
AHCPR to reduce dispanitics in heart disease and sgoke. This represents an increase of


http:attQ_Cervic.al
http:prQm;)ti.ng
http:Mc�dica.id
http:parenli.cg
http:spenoi.ng
http:mandat.or

11/25/97  23:07 53 : o . ‘ ‘
1;1,/q, jasdr o RF207 oG el AN b ' ' - T .@‘309

™

" +530.8 million over the F’Y’ 1998 enacted amount of $219.4 million. Increases in CDC’s IIeart
Disease and Health Promotion program will prevent tobacca use: Increases in NIH and AHCPR
‘will support a varicty of erosscutiing projects, such as examining therapies to lower blood
pressure to effcctively reduce stroke and heart attacks, and examining the trearment of

arrhythmia with defibrillators to restore normal beart thythm. Among CDC's comprehensive

heart disease and health promotion programs, funds 1o support surveillance and public education

" programs will continue to be directed 10 high-risk minority populations. Special emphasis would
be placed on reduction of tobacw use among minority youth as part of an overall hcan disease
prevention efTort.

The FY ]999 Budget request supports $178 million of dzscretmna'y funds in IHS, cpe NIH,
AHCPR, and HRSA to be targeted towards this goal. This represents an increass of

+$7.9 million over the enacted amnount of $170 milliop®. This Geal encompasses such programs
as the Model] Diabetes Preyvention ngram UHS) Diabetes Treatment and Prevention Grants
{IHS), NIR research on'diabctes. The increase is attributable ta the 1HS Mode] Diabetes
Program and increases in CDC, NTH, and AHCPR diabetes related programs. The IHS Diabetes
Treatment and Prevention Grant totals $33 millionin FY 1998 and FY 1999; primary funding
‘through FY 2002 is provided by the Balanced Budpet Act. Funds will ena'ble 1HS 1o provide
service grants to tmibes, THS facilities, und Urban Indian health centers for the prevention and
wreatment of dinbetes. For example, praniees will test community-based intervention strategies

- designed to increase Knowledge about prevenung primary diabetes (i.c. reducing obesity). CDC
currently supports five comprehensive diabetes control Programs. In FY 1998 CDC will expand
these programs to reach 12-14 State'a and o expand the active network of dwbctes ¢ontrol ‘
programs in all five Stales. :

Additional examples of activities funded include providing education to the imost vulnerable
- populations with diabctes to prevent serious health complications, developing plans and
strategics for Statewide diabeles control, and establishing partnerships with managed care
organizations. Comptebensive sctivities also include helping State Medicaid programs develop
and monitor quality culcome measures for diabetes care, launching public and physician
edueation campaigns, and undertaking community-based programs 1o better measure rhc
. prevalence and type of dmbetes among African American populaimns

&MDM@SLM ,
The FY 1999 discretianary request includes $1.13 hxlhon in HRSA, CDC, NIH, SMSA and
AHCPR to reduce disparities in HIV/AIDS, This represents an increase of +$52.9 million over
the FY 1998 epacted amount of $1.07 billion. Programs and services include HRSA's Ryan
White programs for cities, States, drug purchases, primary care clinics, pediaric AIDS,
Education and Training t..wu-rs Dental Serviees and (“DC s HIV/AIDS prevennon/outreach

“I’he THS data reparted for diabetes speading do not mchxde amoints ﬂ-om the overall IHS health care
delivery system, beeause the funds that support these amvmes come from sweml of the IHS sub-activities and
¢annot bc delm:ated at this tire,
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program. They also include SAMHSA's e{forts 10 reduce HIV infeetion related to injecting d’rug
wse through 2 wide vasiety of programs including Knowledge Development and Application,
Targeted Capacity Expansion, and Substance Abuse Block Gmts, NIH’s research: conmbuums,
end AHCPR activities. A significant portion of this increase is attributable to the NIH budgct
request which focuses on innovative approaches to pathogenesis such as stimulating vaccines,
important preventive strategies, and research and dwelcpmcm of therapentics. HRSA's increases
foeus on drug purchasing and primary care activities, such as in Ryan White Title I funds are
requested to expand the early intervention services prograrn to communities with the most
alarming growth rates of HIV infecion—HTV/AIDS is occurring mcreasmgly among minorities.
For exarnple, the 49 Title I communites which arc bighly impacted by AIDS serve largely
minority communjties. Over 40 pcrcem of‘ those acrved arc blacL and nver 20 percent are

Hispanic.
B&@.@xﬂgﬂzﬂmmmlmmumw

The FY 1999 discretionary request of $237.3 million represents an increase of +$9.9 million over
the FY 1998 epacted amount of $227.3 million to reduce disparitics in immunization rates
barween populations. These finds support immunization programs in HRSA, CDC, NiH, and

~ the IHS$® Viral Hcpatitis and H. influenza Type B (be) project in Alaska. In¢reases over the -
FY 1998 ¢nacted amount are atributable to increases in the IHS Alaska program. In CDC funds
will enhance the prevestion of ncedless morbidity and mm'tahty due to vaccine preventahle
discases in adults —vaccine coverage is Jower among African Amencan adults; CDC also
proposes in FY 1999 to include the development of effeciive informational programs for health
care providers, and the development of strategics to increase access to immunization services.
NIH's attention will b focused on research to provide safer, more effcctive vacc:mcs

Mnndatory Spandm g

As the basis for minorty. spendmg estimates, HCFA uses the data prepared for the 1998 Moyer
tables provided to Congress, und, in order to break out spending by gosl, the laiest actuarial data
—FY 1955 Medicare and Medicaid benefits by disease, Total Medicare and Medicaid
expenditures far FY 1995 are used w0 develop a percentage of benefits spent by discase category,
which is then applied 1o the minority health and assistance nwmbet. This approach assuntes that
spending on minority health occurs in the sdme proportion as in the papulation as a whole.. '
Medicaid data for Goal 6 contains data from the CDC as well as HCFA. Funds directed towards
mipority communities spent in CDC’s \”FC (Vaccines for Chﬂdren) program are contained in’
this total, « . ‘ :

Mandatory spendiug totals wm;h combine Medicars and Medicaid a.nd are provided by HCFA ,
carry the following limitations: Stroke data is not available in Medicaid and Heart disease data is

~ not availsble in Medicare; Medicaid does not break out a diabetes number; Medicare numbers
for AIDS are estimated fraom the 1996 Moyer pusubers: and Breast arid Cervical Cancer data
refléct only Maurumogram and Pap Smear screcning and diagnostics data. '
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‘ President's Initiative on Race
Digecxetionary.Funding

. {$ in thoueands)
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Py 15%4 ?Tk‘- :LSE?B : Incraase_
, _ - Enacked . . PBudget ’
Reduce Diaparities in: - " Reguost
. Infant Mertality 753,898 864,306 110,308 30,000
. Breast and Cervical Cancer 11x,€00 113,800 2,000 :
Heart Discase and Stroka 219,372 250,210 30,838
Diabaces ' 170,119 178,040 , 7,521 o
AIDS 1,075,690 1,134,597 58,907 (j(,,‘)@., 00
Tmmunization ‘ 227,337 237,294 ' 9,957 :
+ .- —— I s i -
Toral . 2,557,516 2,778,047 o ozzo.sm M
: ' : . o — e
Leed ~ | | ~ » -
- 134,000
- Mandatory Fuanding . _
FY is¥&6 FY 1955 . . Increase
o Enacted ©  Budget : :
Reduca pigpavitices in: - ‘ - Regueat
Infant Mertality : 2.85%,101 3,070,388 : 5125257
Breast and Cermrical. Cancex E6,808 61,337 &, 492
. Heart Disease and £troke 2,205,3RB 2,372,348 . 168,560
Diabstes A 876,330 946,338 70,106
AIDS - 703,993 757,042 53,045
Immunization - 192,091 - 211,385 . 19,274
. it 2 T2

Toral 6,852,818 7,418,956 526,138

¥ Totals include $45.726 million duplicated within the HRSA
AIDS and infant mortality categories,
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RACE AND HEALTH MEETING
OPL MEETING
‘November 7, 1997

I. Purpose: We have been working the Dept to develop an initiative to reduce disparities in
race and health. We wanted to get a prelimary read as to how best to get
validation from the minority community for this intiative and how to fine tune the
initiative so that these new investments do the most possible to reduce the
disparities. ‘ ’

We believe that the investment of the community is essential to the success of this
initiative. :

At the same time, of course, we want to keep the news angle of this
announcement.

IL Initiative: We have identified six areas to target this initiative: AIDS, diabetes, cancer, heart
‘ disease and stroke, infant mortahty, immunizations. These do not represent all
areas for all minority groups where there are disparities. (i.e Sickle Cell Anemia
for African-Americans). However, we have chosen these areas because there seem
to be disparities in more than one minority group.

The initiative has a three major aspects:

(1) Dedicating New Dollars in FY 1998 to Work Focus on Reducing These
Disparities: HHS has analyzed the current funding they are likely to get from the
Labor/HHS bill to find what new programs and grants are currently planned or
can be allocated specifically for minorities. These include for example,

New SIDS Outreach to Minorities; NIH will launch a $2 million new

outreach effort targeted to racial and ethnic communities to reduce infant
deaths from SIDS.

A new focus in the CDC National Diabetes Education Program to focus on
mmr01ty populatlons

Ryan White (AIDS) Program will now ask states to report how many
minorities they serve and what they are doing to reach out to minority
populations. :

(2) New Healthy Life Program: This program would be $450 million over five
years to fund grants to communities to develop an innovative approach to
reducing one of the six race disparities. HHS would work closely to provide
technical assistance to these communities and to collect good data. HHS would



also use successful models done in these éommunities to apply to HHS programs
or develop a nationwide model to help reach the 2010 goal of reducing disparities
in race and health.

One thing that we think may be particularly important is how these grants are
distributed. Perhaps there should be an Advisory Board with members of
minority community -- or some other way to include/invest the community in this
effort. ' '

(3) New Efforts in the President’s FY 1999 Budget. We are also having
discussions with HHS and OMB about other new funding in the FY99 budget

. which could be dedicated to these purposes. Budget is tight and: it would likely
only be modest increases in existing programs to specifically target minority
population or to reevaluate how programs can better serve minority populations. -

III.  The Goal: The goal of this initiative is to reduce all race disparities in these areas by
2010. There are interim goals -- such as reaching the Healthy Goals 2000 goals identified
by HHS by the year 2000 and following progress closely.

III. Questions:

What is the best way to reach out to invest the community, without undermining news value?

Are there major problems with this‘p'olicy approach that you notice rg. These efforts mostly
identi



DEPARTMENT OF HEALTH & HUMAN SERVICES : Office of the Seqmv

Washington, D.C. 20201

 .October.31, 1997

NOTE TO CHRIS JENNINGS -

Subject: President’s Proposed Minority Health Initiative . i

Attached is an unsigned copy of a memorandum to you from Bill
.Corr transmitting the materials on the HHS goals for eliminating
health-disparities, and the proposed budget tables for FY 1998
and FY 1999 that we promised to send to you today. :

Bill had to leave before he was able to sign the memorandum. We
wlll forward a 31gned copy to you on Monday

LaVarne Burton :
Executive Secretary
to the Department

Attachment
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erdhg Washington, D.C. 20201

DRAFRT

October 31, 1997

MEMORANDUM TO CHRIS JENNINGS:

i Subject: President’s Proposed Minority HealthJInitiative

Attached is the material you requested on the Department’s -goals

| for closing the gap between minorities and whites in six key

' areas. The draft document outlines the context in which this

: would be announced to the public and to the media. It includes a

i one page summary that describes the proposed President’s Mlnorlty
Health Initiative and six Fact Sheets on each one of the priority

areas with specific action steps for each area.

In addition, attached is the Fact Sheet on the proposed Healthy
Life Grants in up to 30 communities that we discussed at our last
meeting. The objective of the program is to demonstrate '
. effective methods to reduce health disparities among minority
'i populations in the six priority areas. Also included are two
budget tables with proposed budget allocations for FY 1898 and FY‘
1999 that are categorized by each of the priority areas.

g I look forward to discu331ng these materlals with you at the
: meeting on Monday.

; : 4 | © William V.. Co~rr.

Attachments



. OVERVIEW AND FACT SHEETS

ON THE PRESIDENT'S PROPOSED MINORITY HEALTH INITIATIVE
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‘ PRES]DENT CLINTON ANNOUNCES MIN TH INITIAT
Shate e conp Mca/ﬂrblm\b a lel&

, Today, President Cliaton took a bold step forward in 1mprovmg the health of all Americans by o
{ unveiling a comprehensive strategy for significantly raising the health status of America’s minority
! populations. /The President outlined a new health component to his Race Initiative that will close

the gap between minorities and whites in six key areas of health. The President also announced -

that U.S. Health and Human Serwces Secretary Donna E. Shalala will oversee this initiative. The

' six areas are: : :

’ i :Infant deaths
' Cancer screening and management

Cardiovascular disease
.- Dxabetes o '

HIV/AIDS mfec’aon rates

Chﬂd and adult immunizations
| : ' w roeiad &S O—»"’L“f'!ﬁb L"‘L 2010 (
P CLOSING THE GAPS. Minorities htstoncally have not fared as well as whites when it comes
to health status. From lack of access to health care to poverty to inadequate education and
prevention efforts in minority communities, numerous factors impact lower minority health status
i in America, The President’s plan targets the complete elimination of racial disparities in each of
these areas of health by the year 2010, with near-term goals to be met in each area by the year
2000. The plan combines a specific series of action steps — activities that will occur over the next .
year — as well as a request to Congress to fund in next year’s budgct a series of demonstration
projects that effecuvely address these dxspannes in local communities.

olgp

PARTNERS W vdfyf(i,OCAL COMMUNITIES. ksa‘foﬁowup—t&ﬂmpeaﬁe-wmﬂﬁeps—&

“he President will ask Congress for $450 million over five years to fund a senes of “Heal hy Life”
" grants in 30 local communities, begmmng in Fiscal Year 1999. _{.
mdsse-these@'m provide additional resources to local commumnes sxgnt'%{:mfly

reducmg racial health disparities in at least one of the six priority areas. Through the grants, the

. Admlmstranonhgfses—%e help build and solidify communitywide partnerships, as well as cultivate

' ideas from around the country about successful strategies for eliminating health disparities. In

essence, the communities selected for the grants will test broader approaches to reaching the 2010

%nomy health goals, o Hhat U thaa
ey NQLQP%MS i FY‘{Q’}G')O‘ BUCQ%CQ' “ ' i

action, While other aspects of the Race Initiative ‘help achieve racial harmony through ‘b
\ improved housing and job opportunities, a fairerjdicial system, and better educational
f opportunities, the President’s minority health irfitiative is designed to bring about racial harmony ‘% _g(

by giving nunonty ‘Americans the same chandg as all others to lead long, healthy lives.
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' TLQJ‘;I_G_IEBM_GQAJ,‘ Ehrmnate the chspantxcs among raclal and cthmc gmups in thc rate of
infant deaths. b‘ﬂ ‘deax 20100 ' . _

" BACKGROUND: Infant death rates among Blacks American Indlans Alaska Natives, Puerto
- Ricans, and Native Hawaiians in 1996 were all above the national average of 7.2 deaths per 1,000
live births. The greatest disparity exists for Blacks, for whom the infant death rate ( 14 2 per
1,000 in 1996) is nearly 2% umes that of white infants (6. Oper 1, 000 in 1996)
A e W pard GQQCQ*-"'QC
- Infant dea.th rates have been decluung but the decline for a number of racial and ethmc groups has
lagged significantly behind the overall national trend. Differences in the rates of low birth weights
and pre-term births are major factors in these disparities, with causes ranging ffom poor prenatal -
~ care to behavioral factors such as substance abuse and poor nutrition, "And while there also has
~ been a reduction in deaths due to Sudden Infant Death Syndromc (SIDS), SIDS still accounts for -
about 10 percent of all infant deaths in the first year of life. The SIDS rates among some
: American Indian and Alaska Native populations (ﬁgtwmd-dtre{ﬁael&e&@ﬁange from
|, three to four times the rate for white infants (71 per 1,000 live-born infants), while for African
| American infants (178.6 per 1 000) itis ncarly 2% times the rate for white mfants
1

o~ - reusd pragm,‘., . S
The Health Resources and Scmces iristration (HRSA) is expanding a number of programs \
targeted to reducing mfant mortality in/minority communities, including the recent announcement i ~

S
of $50.6 million in new Healthy Start awards to 40 high-risk, predominantly minority - ' - _,:/:/?
communities~ The Healthy Start program will support 1mp!ementat10n of commumty-devxsed T2
strategxes to %duce infant mortality. cmeoilicioeUeq . o
Thase grucbs wsil — [&QM o Te b be b fosdt oty

‘ NEAJ&WAL Reducing the gap for Blacks (which have the greatest d:spanty among
- ‘groups in terms of infant death rates) by at least 20 percent from their 1996 rate by the year 2000 .
- or from 14.2 per 1,000 to 12.5 per 1,000 — as prescribed under the Healthy People 2000
- objectives, while i improving the capabjlity to-gathér data i 53 COTC

- racxalmmontles - AQ%Q&_@
 _ IMMEDIATE ACTION STEPS: b7 «’f_',i q%wf? Fop, . Py,

- 1. Musxssxpp: Delta Project HRSA will work with community leaders in the 10-county
| Mississippi Delta region, which experiences infant death rates that are among the highest in the
'+ nation —~to develop a comprehensive strategy to improve child and infant health and reduce the
overall burden of disease. All of HRSA’s bureaus will be involved in a coordmated effort to
provide a model for identifying regional health problems and orchestratmg a response. The initial
SIOO 000 grant for commumty planning will be awardcd in late 1997

“

@2 sms Outreach The Nanonal Insntutcs of Health n Dt‘\cemmw will 1aunch 4 $2 million
" new outreach effort targeted to racial ethnic communities in an effort te reduce infant deaths from
| - SIDS. This prcuect will include new medla efforts to reach non-Enghsh-speakmg parents,


http:6"pe~.fi
http:deaths.bL

HRARL

outreach to health professionals who serve primarily minority communities, and better use of

ethnic radio stations to raise parental awareness of what we know about SIDS.
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Goal 2: CANCER SCREENING AND MANAGEMENT
LQHG_’]ERM_QQAL Elmunate dwpantxes that exist in cancer screemng and management. 51 Qoo

B_AQKGB_Q_LZND_ Cancer is the second lcadmg cause of death in the Umted States accounnng

* for more than 500,000 deaths a year. Many mjnority groups suffer disproportionately from

~ death from cervical cancers. However, disparities exist among racial and ethnic groups not only in

cancer. Black men, for example, have a death rate (232.7 per 1,000) from cancer that is more
than 40 percent higher than white men (154.2 per 1,000) as well as a death rate from lung cancer
that is more than SO percent higher than that of white men (80.5 per.1,000 vs. 53.7 per 1,000).
Cervical cancer death rates among Black women (5.2 per 1,000) and I-hspamc women (3.5 per
1,000) are higher than the overall U S.rate (2.5 per 1 000) '

Early detection and screemng can reduce the risks of death from many forms of cancer - a 30
percent reduction in the risk of death from breast cancer and nearly total elimination of the risk c;n
the incidence and death rates due to breast and cervical cancer, but also in the percentage of
women who receive screening for breast and cemcal cancers.

In 1994 the prcpomon of women age 50 and over Wbo had recewed clinical breast examination
and a mammogram in the previous two years was as follows: total - 56 percent; white -- 56 N
percent; Blacks ~ 56 percent; Hispanic — SO percent; American Indian/Alaska Native -- 53
percent; Asian/Pacific Islanders -- 46 percent, Similarly; the proportion of women age 18 and over
who had received a pap test within the previous three years was as follows: total — 77 percent;
white— 76 percent; Blacks — 84 percent; Hispanic -- 74 percent; American Indian/Alaska Native - | ¥
-73 percent; Asxan/Pacxﬁc Islanders 66 percent.

M’[ER_I\LGQALS_ By the year 2000, increase to at least 60 percent the proportion of
women from all racial and ethnic groups aged 50 and older who have received a clinical breast
exam and a mammogram within the previous two years, and increase to at least 85 percent the
proportion of all women aged 18 and older who have had a pap test within the past three years? €

IMMEDIATE ACTION STEPS:

1. The Minority Women's Breast Cancer Initiative. Collaborative activities between the
National Cancer Institute and the U.S. Public Health Service’s Office on Women’s Health will b
supported to address research, service delivery, and education issues related to disparities in -
breast cancer incidence and mortality among women of color. The PHS Office of Women's
Health will provide fundmg to organizations at the local level with a budget of $2 million in FY

1998 s Ao 7 ror”

2. Increasing Female and Minority Recruitment to Cancer Care and Clinical Trials.
Expanmon of the National Cancer Institute’s Commumty Oncology Program provides enhanced
support for expanding clinical research in minority community settings, bringing state-of-the-art
treatment and cancer prevention and control research to minorities in their own communities.
Having already established a minority-enriched screening center with an African-American focus

E


http:lj'V\.QW
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to the Prostaté, Lung, Colorectal and Ovarian Trial, the NCI plans to add a second minority-

enriched screening center in FY 1998, preferably with a Hispanic focus. -
: ) . _ . ~rb  Qadha . §> ,

3. CDC Educational Partnerships. The CDC will enter into cooperative agreements totaling

$15 million with 15 national organizations to promote prevention and education about breast,

cervical, colorectal, and skin cancers. The partner organizations — which will include the

National Coalition of Hispanic Health and Human Services, the Association of Asian Pacific
Community Health Organizations, the National Asian Women's Health Organization, and the\
National Caucus and Center on Black Aged, Inc. - will build local coalitions and implement

grassroots and community activities that can reach priority and underserved populations. : % _
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LQNQ_IEMSQAL Ehmmate disparities in the death rates due 10 heart disease and strokes L\? Q 6 !0

Goal 3: CARDIOVASCULAR DISEASE

. BACKGROUND: Cardiovascular disease, partxcularly heart d:scase md stroke, kills nearly as
- many Americans as all other diseases combined and is one of the major causes of disability in the

United States. The age-adjusted death rate in 1995 for Blacks attributable to heart disease was.
147 deaths per 100,000 people, compared to 105 per 100,000 for whites and 108 per 100,000 -
overall. And while the overall death rate for coronary heart disease declined by 20 percent from
1987 to 1995, the decrease for Blacks was only 13 percent. For strokes, the 1995 death rate for-
Blacks was 45.0 per 100,000, compared to 24.7 per 100 000 white people and 26.7 per 100,000
Americans overall.

Although age-adjusted death rates for 'cardxbvascula.r disease among other minornity groups are ’
lower than the national average, there are subgroups within these populations that have high death .,
rates from heart disease and stroke. Racial and ethnid\minorities also have higher rates of o
hypertension and are less hkely to undergo treatment for hlgh blood pressure and to be screened - "ﬁ.\“p

for cholesterol
’Kq,mf e

NEAR-TERM GOALS: By the year 2000, reduce the heart disease and stroke death rates for
Blacks by 25 percent from their 1995 level — from 147 per 1,000 to 110.25 per 1,000 for deaths
from heart disease and from 45 per 1,000 to 36 per. 1,000 for deaths from strokes -- as prcscnbed

| bythe H 000 goals, while improving the capability to gather data in this area
‘ concerning other ethmc and racial'mgnorities -
| , o et e goall?
IMMEDIATE ACTION STEPS: \
|

' New
\ 3. Smtc—bascd Programs. In FY 1998, the CDC will initiate a state-based cardiovasgular diseage

1. “Cardmvascu!ar Health for Asians and Pacific Islander Amenca Famxl:es ” The Natxonal
Heart Lung and Blood Institute-witHaunchthis-programinFY 1998t de evelop a model

cardiovascular outreach program for selected populations of Asian and Pacific Islander
- Americans. A general approach will be devcloped that can be tailored to the specific cuiture %\‘ s
language, and traditional beliefs of the various Asxan—A.mcncan and Pacific Islandcr , “"«éc\m’:&g,
subpopulatxons Funding for the project is §350,000. ‘ | ,‘@72{@0 o

2. Reduced Tobacco Use by Youth. Tobacco use is a major risk factor for cardiovascular
disease, and reducing the proportion of youth who start smoking and encouraging smoking g
cessation are important preventive measures. The President has requested a total of $58.7 million “*g é&
in FY 1998 for cardiovascular disease prevention activities at CDC, including those conceming
tobacco and physxcal actmty Of that amount, $12.64 million would be utilized nunonnaao@ AT

prevention program in states with high rates of card:ovas]{%lfa‘gsease The funded states’
‘ﬂae.dxspanttcs in cardlovascular disease rates and Ve large ethnic or rmnonty

specxﬁc program interventions to reduce risk factors in these populanons to levels at or

| v Suely g
Le. Hnp se of +LL§._, %&qﬁxé ‘
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. below the general population. . Fhis program-wall result in a national strategy for cardiovascular

disease prevention through state-based programs. Funding for the program is estlmated to be

, .betwcen $2.7 million and 8 nnll:cjn>

i

@

| 4, Cardiov;tscular Medical Education Web Site for Health Care Professional Who Care for

Black Patients. By the summer of 1998, the NIH will launch this site, which will be used by

- members of the National Physicians’ Network, The site will report on coronary heart disease in

- Blacks and provide specific treatment informatipn in areas such as blood pressure, cholesterol,

and preventive health behaviors and wiIl provide hea:t-fnendly recipes for favorite Black dishes.

<z
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LQN_G_IEM_GQAL Ehmmate dxspantxes in diabetes-related comphcanons

Goal 4: DIABETES

BACKGROUND: Dxabetes 1s the scvcnth-leadmg cause of deathinthe U.S. It aﬂ'ects 16 million
. Americans, but the rate of diabetes-related complications varies among racial and ethnic groups.
| In 1995, the rate of lower extremity amputations among Blacks was 10.2 per 1,000 persons with
diabetes, compared to & rate of 9.4 per 1,000 among all people with diabetes. The rate forend
stage renal disease (kidney failure) between 1992-1995 was 3.0 per 1,000 persons with diabetes
overall, compared to 2.4 per 1,000 whites, 5.2 per 1, 000 Blacks, and 5. 4 ‘per 1,000 American :
Indians-and Alaska Nanves L
: : N S , 30 {Q
While the rates of prevalence and deaths from diabetes has remmned the\sa_gmrd_\ecg;eg for
whites, they have been increasing among American Indians/Alaska Natives and Blac
prevalence rate among American Indian/Alaska Natives is more than twice that for the total
populations (73 per 1,000 in 1994 compared to 30 per 1,000). Diabetes rates are also high for
Puerto Ricans, Mexican-Americans, Cuban-Americans, Native Hawaiians and some subgroups of
Asian Americans; but existing data do not currently allow us to monitor dxabetes complxcatlons
| among Hispanics.

=L

N .

' Evenwith similariy insured populations such as Medicare recipients, Blacks are more ﬁkely than
| whites to be hospitalized for amputations, septicemia and debridement, which are all sxgns of poor
- diabetic contrcl .

NEAR-TERM GOALS: By the year 2000, reduce the rate for end stage renal disease among
_minorities by 65 percent from their 1995 levels - or to 1.82 per 1,000 among Blacks and to 1.89
per 1,000 for American Indians and Alaska Natives; improve data collection and develop
. strategies to reduce diabetes-related complications among Hispanics; and to reduce lower
; extremity amputation rates from diabetes among Blacks by 40 percent from thexr 1995 levels to
; 6.2 perl 000 » .

fwm&

i 1. Type 2 Diabetes Intervention Trial. The National Institute for Diabetes, Digestive and

r Kidney Disease (NIDDK) is initiating a large multi-center (25 sites) randomized clinical trial of

‘ lifestyle and drug interventions aimed at preventing onset of type 2, or non-insulin dependent, -

‘ diabetes in patients at high risk for developing the disease. Recruitment has begun for the trial,

| which will commence when 4,000 patients are enrolled. This form of diabetes disproportionately
} affects minorities, so 45 to SO percent of patients recruited for the trial will be minorities - with
g the exception of American Indians, who are addressed in a separate trial. The trial also has an

. explicit goal to involve xmnonty staff and researchers. The trial is budgeted at $25 mﬂhon a year
for about five years.

2. National Diabetes Education Program (NDEP). The NIDDK and the CDC in March 1998
" will jointly launch the NDEP Public Awareness Campaign, which will focus heavily on minority \5 3

2
(Y



populations. The annual budget for this activity will be 1. S'tb $2.5 million

3. Dmbetes Control Programs ‘InFY 1998, the CDC wnll increase the number of state

- comprehensive diabetes programs by 7 to 9 states. .Additional funding will allow the states to -

develop statewide, comprehenswc diabetes program activities that target high-risk populations,
including African-Americans, Hispamcs, Amencan Indlans, Alaska Natives, Asians/Pacific
Islanders, and the elderly. . X
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‘ WAL Eliminate disparities in the rate of HTV/AIDS infection. 13\1 010

" Goal 5: HIV/AIDS INFECTION RATES

. BACKGROUND: While racial and ethnic minorities account only for about 25 percent of the '

~ U.S. population, they account for more than 50 percent of all AIDS cases. Of cases reported
among women and children, more than 75 percent are among racial and ethnic minorities. During
1995-96, AIDS death rates declined 19 percent for the overall U.S. populatxon ‘but only declined
by 10 percem for Blacks and 16 percent for Hispanics.

‘Contributing factors to these disparities include late identiﬁcatibn of the disease, the cost of
effective treatment, lack of health insurance to pay for drug therapies, differences in-access to

HIV primary care, and inconsistent education and expenence among physicians who treat under
served populauons

In September, the CDC funding 68 new community-based organizations for cooperative’
agreements for HIV prevention for rmnonty and community-based organizations servicing —Pw s
populations at increased risk of acqumng or transrmmng HIV infection. \s

NEAR-TERM GOALS: By the year 2000 assure early and equal access to health care and %Q

appropriate drug therapies for at least 75 pefcent of low-income persons living with HIV/AIDS; &
establish educational outreach to all major medical providers to assure that the current standard of

clinical care is achxeved for all persons living with HIV/AIDS, including Mcdlcaxd-ehglble women ' * .
and children. ) _ : l_,oﬂu’:‘z s
| E _ s )
‘ o L s Wy
IMMEDIATE ACTION STEPS: : : .

b S
1. HIV Commumty Plannmg The CDC in FY 1998 will invest $14 million to engthen health
departments’ capacity to provide prevention services, to those at highest risk, including racial and
ethnic minorities. The CDC will strengthen and refine the HIV prevention community planning

- process to help develop priorities that specifically address unique community needs, including:
those of racial and ethnic populations.

that will focus on Black, Hispanic, American Indian, and Asian/Pacific Islander communities.
These would involve identifying barriers to successful HIV prevention and solutions to those

barriers: \;\QQ,QD Mot /é—pe@%» c\J{ «o\/\aﬁ ‘HQ:S mck?@ be

3. HIV/AIDS CARE Grants to States (Ryan White Care Act Title II). Stamng with this |
year’s Title II application package, grantees will be required to provide information regarding the
extent to which clients of their AIDS Drug Assistance Programs reflect the demogmphlc /

to

%
2. Communities of Color Initiative. The CDC will develop an initiative by the end of FY 1998 =, L> |

characteristics of the HIV epidemic in their state. They must also discuss the state’ pIans
reach and enroll underserved populanons in their Drug Assistance Program



http:Grants.to

. RAFT
Goal 6: CHILD AND ADULT IMMUNIZATIONS
LONG-TERM GOAL: Eliminate disparities in child and adult immunization rates.

BACKGROUND: Immunization is one of the most cost-effective ways to prevent needless iliness
and deaths, but minority and under served populations experience vaccine-preventable diseases at
a rate that is out of proportion with the overall U.S. population. Among adults aged 65 or older

" in 1994, 57 percent of whites were immunized for infhienza, compared with 39 percent of Blacks,
38 percent of Hispanics, and 43 percent of Asian/Pacific Islanders. For pneumococcal
immunization, the rates were 30 percent for whites, 15 percent for Blacks 14 percent for
I-Ixspamcs and 14 percent for Asxan/Paclﬁc Islanders.

Cluldhood immunization rates are at an all-time hlgh, and immunization rates for minority and
ethnic groups are closing the gap with those for white children. Even so, a gap still exists in some
areas. The childhood vaccination rates in 1996 were 80 percent for white children, 76 percent for
African Americans, and 73 percent for Hispanics. American Indian/Alaska Natives and
Asian/Pacific Islanders achieved the highest childhood immunization rates of all at 81 percent.

A NEA__'IEM_G_QALS By the year 2000, double the 1994 influenza immunization rates among
2 minority adults 65 and older and quadruple the 1994 preumococcal immunization rates; achieve
and mamtam childhood munumzauon rates of 90 percem for alt populanon groups

| BemARATONIHS g Dis pefpies

- 1. HHS Action Plax(?'i'he Department of Health and Human Services will implement an agency-
wide plan to improve adult immunization rates and reduce disparities among racial and ethnic

communities - particularly to increase flu and pneumococcal lmmumzatmns among all adults
aged 65 and older :

2, Enhanced CDC Intervention Strategxes The CDC is accelerating plans to enhance proven -
strategies to immunize pockets of under-immunized children. _About $100,000 will be used in FY
1998 to conduct immunization training courses to providers of imunization care services for

minority children and to develop a distance-based i unmumzatxon training program for health care
professxonals in major urban areas, —> : o

1
i

3. Adult Flu and Pneumonia Vaccmatxon Campalgn Thls year, specxal eﬁ'ons are being made
to reach the medically underserved groups, through means such as the Historically Black Colleges
- and Universities, outreach to clergy, famxly physxcxans pharmac:cs and home health agencxes

scrflng B}ack beneﬁélanes \\
2
@@%@O;



PROPOSED HEALTHY LIFE GRANTS



- Pealthy Life
L. Fealthy Lefe - Fact Sheet '
I Using the Healthy Start Model

IIL Draft Decpartmental Funding Table’



NATURE OF THE PROGRAM: Local commurutxés wﬂi compete for discretionary

?‘m(téq Léfe Grants - Fact Sheet

OBJIECTIVE OF PROGRAM: To demonstrate effective methods to reduce health
disparities among minority populations in the areas of infant mortality, breast and cervical
cancer, diabetes, heart disease and stroke, AIDS and child and adult tmmumzatzon rates.in
up to 30 communities. '

President’s Racial and Ethnic Health Disparity Goal -- Eliminate minonity health

grants to address one of the six minority health disparities that it would like to reduce. Up
1o 30 grantees will be eligible to receive a total of $15 million in “glue money” over a five
year period to m_dg_h&sglmcgsgg&smu on the health problem in their area, develop an
inventory of Federal State, and local health care resources that addresses the problem, ‘
and WW to ameliorate the health disparity. \h\

I

COORDINATION WITH EXISTING PROGRAMS To encourage increased ‘\\p
collaboration and coordination among existing programs and related activities, HHS e

discretionary grant programs will give additional preferences and priorities to applicants “

that are participants m ?’m%)dc‘{d communities. ‘ ‘ %%5%

ELIGIBLE GRANTEES: Appropnate local pubhc health and private non-proﬁt
agencies will be the ehglble entities. Each grantee will be required to have a representative
community board to review and endorse its action plan. Grant applications would require
joint approval of the local chief executive and the Governor who are encouraged to have
representatxon on the commumty board. :

ANNUAL OPERATING PLANS Each grantee will be reqﬁired to submit an annual
operating plan to HHS which will address the upcormng years & actions and the pmgress
made to date.

PROGRAM COST: The program will cost a totai of $450 million over S years -
FY 1999 through 2004 -- for 30 community projects. In addition, HHS will coordinate
other program dollars that may flow into the @eal#y Léfe grant areas.

|
|
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Fact Sheet - Page 2 . T - IR E

' SECRETARY’S FORUM — The Secretary will hold penodlc conferences of
; recemmendanon_s for the Secretary to ﬁxrther address nnnonty health disparities.
. HHS DATA/TECHNICAL ASSISTANCE TRAINING — Fealtdy Zife grantees

- receive technical and data collection assistance that will help them mount a high =
- quality action plan to reduce health dlspannes in their local conunumnes The

' Ensure that grantees have acc Lgmm ﬁ'om w1thm the Depanment and -

3 :_’ Provxde A

| Pealthy Acge communities mmmmmmimw 0. h

V D:rect smgle pomts of contact orl g;sons_ between Wedt@ A’({e grantees and -

B Wto be asmgned to work du'ectly with the Wu(téy .l.'q{e grantees |

110 RESEARCH - The Department wﬂl dxrect mcreasmg attention 1o research
promoting improvement in health status of minorities and expand participation of
underrepresented mmontxes in-all aspects of biomedical and behaworal research

RE RY’

% L¢fe Community Boards to report. on thexr progress. These conferences will©
be forums to exchange data and lessons lcamed ‘as well as, to develop policy

Secretary will; -
|
elsewhere '

solvmg then health d1$pamy problems

Departmental experts to s:nsnr_ e that g;a_nm have ag_csss.m the lgzes; ;;gsggrgh gat
gQ mfgrmangn avadable ' A : -

in the commumt&es
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USIN G ‘I'HE LTHY START MODEL

There has been tremendous support for the “process” we used in developing the Hcalthy Start
communities and their coalition building strategies to prevent and reduce infant mortality. We
want to bring the lessons leamed and the valuable experiences gained in designing these
demonstration projects to support ‘communities to develop sustamablc solutions to the problems
or mmorxty health disparities.

We intend to create comnmmty driven systems, through seeking commitment and participation of
community leaders, health care and social services providers, and other civic and religious
organizations. We want to provide opportunities for community capacity building through
coalitions to sxgmﬁcantly reduce racml and ethmc health dxspanhes

- We would entertain a wide variety of eligible govemmental pnvate and tnbal entities as ‘me&&;
 LYe grantees who demonstrate a commitment and strategy for addressmg a specific health

disparity. We would also require the commitment and endorsement of State governments to
ensure the success of the project.

We are also building on the expenence of the Office of Mjnonty Health’s Minority Community
Health Coalition Demonstration Grant Program: ‘These were small ~one-year grants, renewable up
to 3-years, with specific focuses on mterventlons-tobacco use cessauon, hepatitis B, TB, etc. -

Like Healthy Start and the Minority Community Health Coalitions, ?ea((k’q Lege would

maximize existing resources. Many programs rcmam categorically focused around immediate
goals and reducing or preventing disparities among racial and ethnic minorities is not perceived as

their charge. ‘@ealthy Léfe coalitions bring these programs to a shared table to invest in a vision
which may exceed their individual goals. At the table, all stakeholders would begin to perceive a

clear benefit in making efforts to utilize their existing resources--marshaling non-monetzuy
strategies—to overcome turf issues, bureaucratic. procedurcs and discrimination.

thy St 15t

s Asof FY 1997, HRSA has a total of 60 Healthy Start grantees and has spent a cumulative
total of $556 million. The demonstration program began in FY 1991 with 15 communities
which had exceptionally high infant mortality rates receiving a  total of $25 million in planning
funds. The program was expanded in FY 1994 {o seven additional communities. InFY 1997, .
HHS has begun the replication phase of the Healthy Start program and awarded 40 new
grants to 1mplement successful mfant mortahty reducnon strategles developed by the ongmal
grantees, : : , :

¢« Some of our successes have been:

L In P:ttsburgh, decreases in low birthweight births 6.5% compared to 12 8%.
— In Philadelphia, pro_lect expencnced 30.8% reducuon using alcohol during pregnancy.



— In Washington, DC, births to adolescents declined 11%; in Philadelphia 14%.

-- New York reported a 40% reduction in infant mortality in the project catchmznt area,
resulting in a 24% citywide decline.

-~ InRBaltimore, case management techniques reduced substance abuse, mappropnate weight
gain, and under utilization of prenatal care, resulting in lower rates of low birthweight
births, poor pregnancy outcomes, and reductions in infant mortality. »
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. ' S ~ . -t - . fen —
Lower Extramity Amputations Preventon | , T i 100 i
" = ] i : T :
. i N - ! i - -
Emorgency Reliel - Pan A : K I N i 456685 ~ ]
Comprahansive Cove - Pan B _ t ] 578 854 ]
. [Ely Intervertion - Pant © y P ! 99.568
Pediamc HIVAIDS - Pan D N i 0000
Education and Trainkg Canters - Pat F e i : 17,267
fomw Sarvices - Part F L (B} 1 : - o -~ 1.500
[} R
Chikihood and Other Immunization : i : : -1,600
. : i : :
— ms 1 ; mt -
WA i
 Model Diabetes Program (24 Tribal Shes) - ; R 8151 .
Dlabatcs Treatment & Preventon Grants |+ ! 3000 R
Viral Fepathia and H. Influenza Type B (Fib) |~ ) i ’
Immunizatian Progeam in Alaska { B . e 1.369
. _ . i i
CoC/ 1 ] - - T ) 1
{viids o T e N N .
Sexually Transmhted Discases 168565, B : : o
wmntzxnon ] ! _ . i ok . 248
Heaﬂ Dicease & Heatn Promotion -~ [ i 30,700 : "
Diabelet & Other Chronic Dise H , | 8.600 Lo V
1£Mvnmen!al Diseats Provemion 16,848 i ot ! '
Breast & Ceryical Cancer Provention ! L — 15050 A : —
infectious Diseases . i 1eo7. : ; '
Epidemic Services o 6,606,
[Fieatin Stnissics : 70853
oA _ r o - - -
) - — i : -
127,000, " 41,000, 216,000 126,000, 311,000, 54,0001
SAMHSA ) i L
—
Knowledge Development and Appiicztion 7 i : ' 20.300
ngotod Capacity Expansion : ; i 1,000 .
|Substance Abase Bidck Grant - Eea22 -
Program Management 1 580
ACHPR i ]
]
Crossan T 4500 2,600 2450 2.500" 3
Spaclfic to Gonl N EX 1 500 ks 2300
HCFA . 1.
Megrare 11 N : | 7000000 __ 75000
Medicaid i 1 . 1,500,000 200.090|
- i b e _
TOTALS BY GOALS $1,205,846 $I13.600, $250.650. $1T5064_ 35,168,587 $484,114
| i N 3 i ]
KEMmmmmmumumimm:mngmwmmm&mwmma 8 Madicad
ﬁgmedsnom 880 and $39.464.000 for Medicare 1o F ¥ 1999, This figure [s not broken ot 2y Goals, i i ‘
al mcummmmmmmmnwmumqﬁwm . : ]
cm feponed for Medicare and Medicald ero praliminary and wil be updmd ws thay become avaitable.
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FY 1998 President’s lniuatnve on Race A o
: _ - Department of Health and ¢ Human Services .
——e - (Sin “10*388"55) PR
Budget Activity by OPOIV {  Goall 1§ Goal 2 [ Goal 3 ] Gosld ﬁ Goals | Goale
) PTs i -
i Jrdant Mortaiity Groast & Corvical Cancer [Hean Disease & Stroke’ ;osamm ]Atas {immunization
H L i
mr 1 e L
- : '" I T -
HRSA : : :
. {
Health Centers 1 ’zaa.rml B — N -
NHSC Rmm\cm Progrem 28,551 o - : :
NHSC Field _ 12.849; - 1 RE A ]
Nurse Education/Practice: ‘4461 L - ;
Nurse PrctiionerMiowife 5776 I R . ]

MCH Blotk Grent . .223849" o s ; L e

Healthy Start 95982 .. - ’ :
Rural Heaith Outreach grants 12,170 _t ! P
Ryah Whie: T | i _ i o
Intervertion - Pad C ; .2,7;‘5"_- S " -
Pedi m HNIAIOS Pand 45,000 : A : [S—

{Famiy Pianning oo s 208,453 . ’ ot et .

' : ! V i : -— : e : S
Lower Exverity Amputation Prevention | . : - "100 .
m&aef -PanA e . . i A -
[Comprehensive Care - Parl B~ . o . ; ) : L 560,998
Eariy intervenion - PanC T 5 ' i d Poo.7es68
Pediatric HIVIAIDS - Pad D L _ ) i . . 45000
| Education and Tralning Centers - Par F Il @) i o : 17,267, . ‘
Demal Services - Parl HE) : : B - P . 7, 86D

i : : .
Chidhood and Oter immunization - B i : e 1600
L] i % P
! - ! i o :
Model Diabetes Program (24 Tribal Sttes) i - ~ | 7,882 .
| Diabetes Treatment & Prevention Granis i © 30,000
Vical Hepatitis 8nd H, influenza Type bin AK . o : X 1,328
H . i »
- L - . -
——cPC /2 } i . 5 o
N ] 3 I U |
HIVIAIDS - ‘6088 T ] c T es500
Sexually Transmitted Diseages e 18, 565 I ) -
immumzaﬁon ) e ! H i : 426,560
Heart Disease & Heaftn Promation ] . HE 14,252 i - e
t:uabgtes & Other Chronic Disease ! : : 7.489 :
Environmental Disease Prevention 15,150, ) i
Breast & CeMcat { Cancer Prevention i . 71.000 L - o
infectious Diseases - §601. R N o .
Epdemic Services T - 6,806, - . b =
~ |Healtn Swatstics K g 577 _m ]
L7 LT [
‘ [ 120,000, o 39,000 205000, 120,000 297000 60,000
SAMHSA I e I T T
. e - B
. ! i : . i ——
Knowtedge Development and Application : ' 13,504
| Substance Abuse Block Grant i | s2920
[Program Management - B N 580! I
"ACHPR T !
Crossat__ T 3,100 Tieon 7700 1500 w0, T 0
Spedific (g Goal { ) 2.181 0 o 233 o 0
. N 2% 4 : ORI SE—-
HCFA ] s 1 LT R S
Wedicare /1 : b - I 5,900,000, 1,400,000, 180,000
Medicald | ; i o T 1,900,000 70.000
TOTALS BY GOALS $4,149,867 $194600  $220952 $6,067,204 $4,912,776 §633,508
/1 The Muti-city Mammography project and the Good Nelghbor program are subsets of Wedicare, ) i | o |
| _ga_n _tgaoﬁed for Medicare aﬂd Medicam are th‘iminal'i aad Mﬁ be updmed as ﬂney bec.ome available. | ! [




ONE AMERICA IN THE 21°" CENTURY
The President’s Initiative on Race

) The New Executive Office Building
R Washington, DC 20503
; 202/395-1010
!
} U
To: Jose Cerda 0 L e L

Subject: Data collection

) .
From: Michele Cavataio ' 7 N .
Date:  September 17,1997 @L‘/@/{(

Attached are the cover memos we received from the relevant agencies on data related to race.
Some of these memos do not contain actually data becayse the data came in big boxes which are
sitting on the floor of my office. I am having someone sort through it this week, and we may
eventually have a summary. Let me know if you need anything else.
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